Objective-To assess the quality of anaesthesia care from the patients' viewpoint compared with the hospital record.
Introduction Traditionally, quality of care in anaesthesia has been assessed by emphasising rates of death or major adverse events such as cardiac arrest, particularly among high risk patients undergoing cardiovascular or neurosurgical procedures. However, recent studies of modem anaesthesia care showed that among general surgical patients the contribution of anaesthesia to these major adverse events is very small.' 2 We previously argued that major adverse events occur too infrequently to be used as a sole measure of quality of care in anaesthesia; alternative approaches are needed.2 3 Fundamentally, the assessment of quality of care must be related to patients and what is of ultimate importance to them. Athough the prime concern of patients may be "making it through" the operation, their positive attitude when recalling anaesthesia can be compromised because of high rates of troublesome postoperative events such as nausea or vomiting, headache, back pain, and sore throat.
We carried out a large study in four Canadian teaching hospitals, in which information was collected on 37 665 anaesthetics administered to adults. As part of the assessment, patients were interviewed in hospital after their operation about their anaesthetic experience.
In this report we focus on the following questions. Firstly, what are the rates of symptoms of discomfort among a general surgical population in the immediate postoperative period? Secondly, does the reporting of these adverse events differ with source of information -namely, the patient versus the hospital record? Thirdly, is the degree of satisfaction with the anaesthetic experience affected by the presence of symptoms of discomfort? Finally, what is the relation between the reporting of satisfaction or dissatisfaction and the recording of symptoms of discomfort in the hospital record? Methods After approval from institutional and university ethics committees had been received and during 12 recorded by ward staff. The recording of symptoms in the ward will vary by recorder, ward, and hospital protocols. Our hospital record review included physicians' and nurses' notes and drug sheets. When there was no mention of a particular therapy in the medical or nurses' notes but a related therapy was recorded elsewhere (for example, physiotherapy), then this was also recorded. The interview and hospital record review protocols were developed at one hospital and tested by two pairs of research nurses visiting the same 75 patients. The inter-rater agreements on the items tested were over 95/o. These protocols were then incorporated into the follow up visits of a further several hundred patients at one hospital before being extended to the other hospitals. The research nurses were trained by the project director, who visited each study site to ensure that the study protocols were appropriately instituted at each hospital and thereafter maintained fortnightly telephone contact with each centre to follow progress of the study and to ensure that the definitions and protocols were properly managed.
The proportion of patients who were interviewed and the reasons for not interviewing were determined for each hospital. Additionally, the proportion interviewed was determined according to age, sex, physical status score, emergency versus elective operation, and type of operation. The patients included in the statistical analysis were those for whom an interview and a hospital record review had been completed. Agreement between the patient and the hospital record was assessed using the K statistic0 for the more prevalent symptoms of nausea or vomiting, headache, sore throat, and back pain. McNemar's test was used to compare the patients' responses with the data in the hospital record to determine which was superior in elucidating symptoms.
In this study three symptoms were emphasised: back pain, sore throat, and headache, and the analyses were performed with and without the dominating effect of nausea or vomiting. Rates of and risk factors for postoperative nausea or vomiting have been presented elsewhere," and, unlike the three other symptoms, nausea or vomiting has been well described and studied.'2 With the patient interview as the source of the information, the rate of each symptom was determined (per 1000 anaesthetics) as well as the proportion of patients who reported the symptom as being severe (visual analogue scale score of 3 or more) or having been treated for that symptom. Dissatisfaction with anaesthesia was defined as being either dissatisfied or very dissatisfied.
The relation between having a symptom of postoperative discomfort and being dissatisfied was determined, firstly, for the three symptoms of headache, back pain, or sore throat (504 patients) and for these three symptoms plus nausea or vomiting (3497 patients), as elucidated by hospital record review, and also for the three or four symptoms using the interview as the source of the information. To examine risk factors for dissatisfaction we used a multiple logistic regression and included various case mix and anaesthetic factors (age, sex, physical status score, elective versus emergency operation, duration of anaesthesia, use of inhalational technique, use of narcotics) as well as the hospital and whether or not any of the four symptoms had occurred. To determine statistical significance we calculated the 95% confidence intervals for each risk factor in the model. If the value of the relative odds ratio is greater than 1 (and the lower 95% confidence limit is also greater than 1) then that risk factor is significantly associated with an increased risk of dissatisfaction. If the relative odds is less than 1 (and the upper 95% confidence limit is less than 1) then that factor is associated with a lower risk of dissatisfaction. Goodness Goodness of fit x2 test significant at the p = 0-0001 for all variables. the four hospitals: for hospitals A and B the main reason was the high number of patients discharged early (that is, staying only one night) and for hospitals C and D, the research nurses judged that many patients were too ill to be interviewed. There were few patients who refused to be interviewed (0 1% or less).
Overall, the interviewed patients were very similar to all inpatients at the four hospitals (table 2). The interviewed sample was somewhat younger and healthier than the entire patient population. However, more interviewed patients had had elective operations and were general surgical patients than cardiovascular or neurosurgical patients.
The percentage of patients who on interview reported headache ranged from 5-8% at hospital C to 17-0% at hospital B (table 3) . Conversely, the proportion of hospital records in which a headache was noted varied from 0.3% at hospital D to 3.0% at hospital B. The proportion of concurrent negative responses for both interview and the hospital record ranged from 82-2% to 93-2% whereas that of concurrent positive answers from both sources varied from 0-2% to 2-2%. One per cent of hospital records or less noted a headache denied by the patient; however, a significant proportion of patients (up to 14-8%) claimed a headache that was not recorded in the hospital record. The overall agreement between the interview and the hospital record was poor, with K values ranging from 0-02 to 031.
Agreement between the interview and the hospital record was even less for sore throat and back pain. K 
